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Introduction:  The  head  and  neck  region  is one  of  the  locations  of  neurogenic  tumors  such  as  neuroﬁbroma.
Although  mostly  associated  with  neuroﬁbromatosis,  it can  be solitary.  The  present  study  reports  a  very
rare  case  of  solitary  neuroﬁbroma  originating  from  the posterior  nasal  septum.
Case presentation:  A 48-year-old  female  presented  with  tumor  in the  right  nasal  cavity.  The  tumor,  orig-
inating  in the  posterior  nasal  septum,  extended  to the  posterior  sinuses  and  nasopharynx.  Following
endoscopic  and  radiological  assessment,  the  tumor  was  resected  by transnasal  endoscopic  surgery.  His-
tological  examination  showed  the tumor  to be a neuroﬁbroma.  At  14  months’  follow-up,  there  was  no
recurrence.
Discussion  and conclusions:  However  rare, solitary  neuroﬁbroma  must  be considered  in the  differential
diagnosis  of unilateral  benign  tumor  involving  nasal  and  paranasal  sinuses.  A  transnasal  endoscopic
approach  should  be  considered  for treatment.
© 2015  Published  by Elsevier  Masson  SAS.. Introduction
Neuroﬁbroma is a benign tumor of the connective tissue mainly
nvolving the endoneurium of peripheral nerves [1]. The most fre-
uent locations are the extremities and the head and neck area.
lthough generally associated with type-l neuroﬁbromatosis, it
ay  be isolated, and is then known as solitary neuroﬁbroma. Soli-
ary neuroﬁbroma in the nasal and paranasal sinuses is rare, at
% of head and neck locations [2], and septal origin is even rarer.
e report a case exclusively explored and managed by transnasal
ndoscopic surgery, and discuss diagnostic, therapeutic and pro-
nostic aspects.
. Case report
A 48-year-old woman presented with right nasal obstruction of
 years’ evolution, with progressive extension to the left cavity. She
eported episodic purulent rhinorrhea and, 2 months before con-
ulting, iterative epistaxis and facial pain. Nasal endoscopy found
 congestive mass ﬁlling the posterior right nasal cavity, located in
he septum, which was strongly deviated to the left.
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879-7296/© 2015 Published by Elsevier Masson SAS.ENT and somatic examination was  otherwise normal; notably,
there was  no abnormal “café au lait” skin pigmentation, palpable
lymphadenopathy or neural disorder.
CT scan found a heterogeneous soft-tissue mass ﬁlling the right
nasal cavity, with extension to the posterior sinuses and nasopha-
rynx, deviating the septum leftward (Fig. 1).
Biopsy diagnosed adenomatous polyp. According to preoper-
ative ﬁndings, the tumor seemed to be benign, and a minimally
invasive endoscopic approach was therefore decided on.
Progressive resection of the mass in the nasal cavity found it to
originate from the posterior nasal septum, involving the posterior
ethmoid, sphenoid sinus and nasopharyngeal area. The maxillary
sinus was  the seat of a mucopurulent retention. Resection deter-
mined a defect in the posterior septum.
Histological examination concluded in favor of connective tis-
sue tumor, with proliferation of regular wavy-nucleus spindle
cells with associated collagen ﬁbers, forming a fasciculated archi-
tecture with myxoid zones, highly suggestive of neuroﬁbroma
(Fig. 2).
At 14 months’ follow-up, there were no endoscopic or radiolog-
ical signs of recurrence (Fig. 3).3. Discussion
Neuroﬁbroma has been mainly reported in the peripheral nerves
of the upper and lower extremities, but also in the head and neck
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Fig. 1. Axial sinus CT scan: large hypodense mass ﬁlling the posterior right nasal
cavity, with posterior extension to sinus and nasopharynx.
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nig. 2. Proliferation of wavy-nucleus spindle cells within collagen ﬁber, in a fascic-
lated architecture with myxoid zones (HES × 400).rea. Solitary neuroﬁbroma of the nasal and sinus cavities is rare
less than 4% of head and neck locations) [2,3], but is consistently
eported to occur mainly in the turbinates or maxillary sinus [3,4].
ollowing Yong et al. [5] and Kohli and Goel [6], the only two  reports
ig. 3. Postoperative axial sinus CT scan at 14 months showing no recurrence in the
asal, sinus and nasopharyngeal cavities., Head and Neck diseases 132 (2015) 223–225
in the English-language literature, we describe a new case of septal
origin.
Neuroﬁbroma seems to develop from the 1st and 2nd branches
of the trigeminal nerve innervating various nasal and sinus cavity
structures, notably including turbinates and maxillary sinus.
Neuroﬁbroma belongs to a larger entity including schwannoma
and neurogenic sarcoma. All these lesions originate in Schwann or
perineural cells deriving from neuroectodermal tissue [7].
Most cases have been reported in female patients in the 3rd to
6th decade of life [4–6,8].
Clinical symptomatology is as in any process occupying the
nasal and sinus cavities. It comprises nasal obstruction, which in
the present case became bilateral due to leftward septal devia-
tion. At most, epistaxis and facial pain, as also reported by Kohli
and Goel [6] and Rokutanda et al. [3], could suggest a malignant
process.
CT shows a tissular mass with heterogeneous contrast enhance-
ment, characteristic of neuroﬁbroma [9], without bone lysis or
ocular or cerebral involvement (Fig. 1). Preoperative biopsy is often
difﬁcult to interpret without immunohistochemistry.
Surgical resection and histological examination of the whole
specimen are therefore required. When there is no major extension
beyond the sinuses, this can be performed on transnasal endo-
scopic surgery alone [4–6,8], a minimally invasive technique that
has recently been introduced in our department.
Macroscopically, the non-encapsulated tumor shows a white
and grayish aspect. Cytology ﬁnds proliferation of spindle-shaped
Schwann cells in a “shoal of ﬁsh” distribution, with collagen
ﬁbers and myxoid zones [7] (Fig. 2). This aspect is characteristic
of neuroﬁbroma, but should initially suggest schwannoma, neu-
roﬁbroma showing greater inﬁltration [4]. Immunohistochemistry
conﬁrms diagnosis, ﬁnding immunoreactivity to S-100 protein,
although this is weaker in neuroﬁbroma than in schwannoma
[4,5].
The absence of recurrence (Fig. 3) after 14 months’ follow-up
conﬁrmed the validity of minimally invasive endonasal endoscopic
surgery for the resection of solitary neuroﬁbroma [5,8,10].
4. Conclusion
Solitary neuroﬁbroma is one of the rare benign sinonasal
tumors. A septal location is exceptional. After complete clinical,
endoscopic and radiological assessment, treatment may be per-
formed by transnasal endoscopic surgery. Despite the low rate of
recurrence, this attitude requires prolonged surveillance.
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